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M

 

any academic physicians in generalist divisions
spend a large proportion of their time in clinical

practice and teaching. A 1979 study by Friedman and co-
workers reported that faculty in divisions of general inter-
nal medicine spent 48% of their time in clinical practice,
31% in teaching, 12% in administration, and 9% in re-
search.

 

1

 

 Results were similar for academic pediatrics,

 

2

 

 and
for emergency medicine

 

3

 

; current data on other disciplines
are lacking. In many institutions, the growth of this group
of faculty preceded the development of satisfactory aca-
demic policies regarding reappointment, promotion, ten-
ure, and institutional commitment. In these institutions,
the extent and quality of teaching plays little role in the
decisions about promotion and tenure.

 

4,5

 

 As the number
of full-time clinician-educators has grown,

 

6

 

 the need for
improved policies has increased.

 

6–12

 

In response to this growing need, an estimated 63%
(N.M. Jensen and J. Stewart, manuscript submitted) to
83%

 

13

 

 of departments of medicine have established spe-
cial promotion tracks for clinician-educators (current
data are not available for other disciplines). Some of these
tracks carry either prefixes or suffixes to distinguish them
from the traditional tracks that have existed for medical
researchers, and no two tracks are identical.

 

6

 

 Despite the
existence of these tracks, many clinician-educators re-
mained concerned about faculty rewards and advance-
ment.

 

14,15

 

 Of eight valued reforms for medical education,
“reward for teaching” received the strongest support in a
1989 survey of 1,369 American medical educators.

 

15

 

Among medical school faculty and administrators re-
sponding to a 1992 survey, the most frequently men-
tioned problems concerned methods to evaluate and re-
ward teaching.

 

16

 

Among traditional rewards for medical faculty, pro-
motion and tenure remain the most valued; most young
faculty would like to attain the rank of full professor.

 

11,17

 

Although it is important for medical schools to pay clini-

cian-educators competitive incomes, higher salaries alone
are not sufficient to attract and retain talented physi-
cians.

 

18

 

 Promotion and tenure remain the utmost recogni-
tion of scholarship, even though many institutions are re-
defining their tenure privileges and have initiatives to
reduce the number of tenured faculty.

 

6,17,19

 

 This scholar-
ship, defined elsewhere,

 

20

 

 must satisfy two criteria: excel-
lence (as judged by peers) and dissemination in the public
domain.

 

13

 

 Excellence in patient care and teaching, includ-
ing efficiency and availability, must be considered as part
of this scholarship.

It is essential to establish and maintain stringent cri-
teria for the selection, development, and promotion of cli-
nician-educators.

 

7

 

 Although many schools have these
policies, they lack standardization across departments
and universities.

 

16

 

 There is a need not only for widely ac-
cepted criteria by which clinician-educators may be fairly
evaluated, but also for a reconsideration of how scholar-
ship is defined.

 

20

 

 Expectations must be clear concerning
how faculty are to spend their time, what they are to
achieve, how they will be judged, and during what time
frame.

 

16

 

 It is for these reasons that the Society of General
Internal Medicine created the following guidelines for the
promotion of clinician-teachers.

 

21

 

 We anticipate these
guidelines will be useful to all academic clinical depart-
ments (with some discipline-specific adaptation).

 

AIM AND INTENDED USE

 

By proposing these guidelines, we aim to assist aca-
demic clinical departments in the important task of se-
lecting, supporting, and rewarding clinician-educators;
and to enhance the contributions and impact of academic
clinical departments whose future depends increasingly
on excellence in teaching and clinical service.

We anticipate that these guidelines will be useful to
promotions committees at medical schools that may wish
to use these guidelines in formulating their own specific
criteria that meet the unique needs and priorities of their
own schools; to department chairs and deans of medical
schools in evaluating and comparing faculty members; to
division chiefs and mentors who advise junior faculty;
and to junior faculty members who need to actively man-
age their career, structure and focus their efforts, and
evaluate their own performance. Although these guide-
lines are developed by and for academic general inter-
nists, the recommendations may also be appropriate for
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clinicians in other disciplines involved in teaching and
clinical work.

For the purposes of this article, clinician-educators
are defined as faculty whose primary responsibilities are
to teach and educate medical students, housestaff, post-
doctoral fellows, and practicing physicians (including pro-
gram development, implementation, and evaluation) while
simultaneously maintaining a clinical practice that is a
model for learners and often serves as the site for these
teaching functions.

 

PRINCIPLES GUIDING THE DEVELOPMENT
OF THIS STATEMENT

 

A department’s reappointment and promotion criteria
should embody what is expected of its faculty.

 

12,16,22

 

 The
concepts of reappointment, promotion, scholarship, and
expectations require further delineation. 

 

Reappointment

 

 is
the regular recontracting (every 1 to 3 or more years) with
an academic faculty member. Reappointment does not nec-
essarily mean promotion, although many universities time
these together. Although scholarship is important for re-
appointment, other issues must be considered more flexi-
bly. For example, most new faculty require 5 years to
launch a successful academic career, even with reasonable
provision for protected time and participation in fellow-
ships or faculty-development programs.

 

22

 

 New clinician-
educators may be delayed in establishing a patient base,
and practices that include students may be less efficient
than nonteaching practices.

 

23,24

 

 This is a special concern
for teaching in high-volume managed care settings.

 

17,24,25

 

Thus, many junior faculty may need to be reappointed be-
fore they are ready to be considered for promotion.

 

Promotion

 

, the advancement from lowest to highest
academic rank for active faculty (e.g., from assistant to
full professor), is the reward for growth and maturation.
Faculty are promoted by both their department and their
medical school because they have made scholarly contri-
butions that are valued by their department, school, and
discipline.

 

18

 

A central expectation for promotion is “

 

scholarship

 

.”

 

26

 

Scholarship for a clinician-educator is the act of seeking,
weighing, formulating, reformulating, and communicating
knowledge of clinical practice or teaching. Substantial
scholarship should be a requirement for the promotion of
clinician-educators. This scholarship should be sustained,
capable of assessment by peers, and disseminated in the
public domain. The definition of scholarship for a clini-
cian-educator is critical; it must be expanded beyond the
publication of original quantitative data to include 

 

schol-
arship in educational methods and teaching, scholarship in
clinical practice application

 

, and 

 

scholarship of integra-
tion

 

.

 

20

 

 These forms of scholarship are briefly elaborated
upon below. These areas should not be considered a loose
collection of activities, but rather an organized involve-
ment in medical education and clinical practice that ad-
vance one’s professional career. Because a career is devel-

opmental (a work in progress), change in focus occurs
over time; this should be expected and valued.

 

12

 

Research

 

 is both a separate form of scholarship and
an integral part of the scholarly areas mentioned above.
Clinician-educators should be encouraged to engage in re-
search, especially in evaluating programs and studying the
patients they see. Obstacles in performing research (e.g.,
focus, time) can be overcome,

 

27

 

 but it is unreasonable to
expect clinician-educators to devote equivalent amounts
of time to research and continue to perform all activities
equally well.

 

22

 

 Many will serve as collaborators, rather than
principal investigators, on extramurally funded projects.
Clinician-educators should contribute to institutional re-
view boards, to the setting of research priorities, and to the
interpretation of data on collaborative research.

 

Expectations

 

 and explicit criteria for promotion
should be used to define faculty responsibilities, includ-
ing clinical practice, teaching, and medical investigation.
Faculty should have a clear understanding of these ex-
pectations and criteria to guide the distribution of their
efforts and to develop their careers.

 

12

 

 The rate and proba-
bility of academic progression for clinician-educators
should not be appreciably different from those for faculty
who perform other, equally important activities such as re-
search and administration. Clinician-educators must be
eligible for equivalent institutional status, reward, and vot-
ing privileges. 

 

Access

 

 to tenure should be no different for
clinician-educators than for faculty members who make
contributions to the academic mission of the institution
in other ways (although the 

 

relevance

 

 of tenure to primar-
ily clinical faculty is debatable).

 

PROMOTION CRITERIA AND EVALUATION

 

Every school must decide how to weigh the various
types of scholarship produced by its faculty. Although all
areas of performance and scholarship may be critical for
the contemporary medical school department, it is not
reasonable to require that each faculty member excel
equally in all to achieve rewards, institutional status, and
promotion.

Previous work demonstrates a discrepancy between
perceptions of faculty members and department chairper-
sons regarding academic promotion criteria.

 

28

 

 At the time
of hiring, new faculty should be informed of their institu-
tion’s expectations, resources, performance standards,
and evaluation processes. Written job summaries, letters
of understanding or clarification, and faculty manuals
will facilitate the process and are encouraged (to the ex-
tent that they do not inhibit creativity). What is negotiable
and nonnegotiable should be clear. A useful approach
may be the creation of a professional development con-
tract,

 

12

 

 or creativity contract.

 

20

 

 This contract includes a
personal assessment of strengths, interest, and weak-
nesses; professional responsibility; opportunities for
learning and development during the coming academic
year; details about patient care, teaching, administration,
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and scholarly goals; the resources that each goal re-
quires; personal growth or learning opportunities that
may be needed; and the type and source of performance
feedback that would be helpful. It is essential that indi-
vidual performance always be judged in the context of the
resources and time available.

Frequent evaluation with feedback is critical to the
growth and development of a faculty member. Every jun-
ior faculty member should affiliate with a senior mentor,
who serves to review the professional development contract
or other goal-oriented documents several times throughout
the year.

 

12

 

 This becomes the foundation for the annual re-
view, and often, the senior mentor will perform the annual
review as well.

During the annual review, the past year’s expecta-
tions and performance are reviewed, and progress toward
the next promotion or reward category should be clear.
Both the institution and the individual should reassess
priorities and responsibilities. Ideally, faculty should re-
ceive a written summary of their annual reviews and their
expectations for the coming year. 

Promotion is warranted by the record of accomplish-
ment measured against expectations and institutional
standards. The traditional promotion criterion of “na-
tional reputation” may not be readily transferred to clini-
cian-educators, many of whom are most highly valued in
their home environments. In some cases, the pursuit of a
national reputation may significantly detract from local
responsibilities. Nevertheless, contributions that achieve
national recognition are desirable for promotion to full
professor level, with the understanding that the entire
range of contributions must be considered. If the aca-
demic institution has time limits prior to tenure deci-
sions, these limits should be adjusted to account for
childbearing, parenting, and other legitimate reasons for
a constrained work schedule or leave of absence.

Promotion reviewers should, as much as possible, be
true peers. The work of contemporary clinician-educators
is sufficiently new and different that it may be difficult for
traditional academicians to appreciate it. Accordingly, cli-
nician-educator faculty should be represented on depart-
mental and institutional appointment and promotion
committees. Primary and secondary reviewers should
evaluate the quality and impact rather than quantity of
work produced, based on explicit criteria. The promotions
committee should prepare a confidential summary state-
ment of results for both successful and unsuccessful can-
didates. An appeals process should exist and be accessi-
ble and available to the candidate.

 

FACTORS TO EVALUATE IN THE
PROMOTION PROCESS 

Scholarship in Educational Methods and Teaching 

 

This form of scholarship is most evident in the dili-
gent and artful facilitation of clinical learners and organi-

zational structures that support the teaching and learn-
ing enterprises. Recent work suggests that six knowledge
domains are essential for excellence in clinical teaching—
clinical knowledge of medicine, patients, and the context of
practice, and educational knowledge of learners, general
principles of teaching, and case-based teaching scripts.

 

29

 

The assessment of these domains will require the efficient,
thorough, and reliable collection of information on the

 

quality

 

 and 

 

quantity

 

 of individual clinical teachers’ contri-
butions, including peer and learner assessments of the
teacher’s effectiveness. A variety of reliable and valid in-
struments are available for assessing teaching ability in
both inpatient settings

 

23,30–34

 

 and outpatient settings.

 

33,35

 

In some situations, the outcomes of the learners may also
be a reliable index of an individual teacher.

Qualitative assessment should include a listing of
teaching awards (local, regional, and national), learner
evaluations, and expert review of teaching sessions. Clini-
cal teaching should be observed directly or through video-
tape, with judgments based on objective criteria. Such ac-
tivities are labor-intensive; institutions need to develop
efficient mechanisms for ability-based evaluation of faculty.

To avoid potential bias, promotion data should be
collected for all faculty by a standing committee on teach-
ing excellence,

 

9

 

 rather than solely relying on the individ-
ual faculty member. Faculty should work together with
the committee to maintain documentation of teaching ac-
tivities. We suggest that this committee include people
with expertise in adult learning and review all candidates
for promotion. Reviewers should assess the scholarship of
teaching contributions by explicit, standardized methods.
For example, the institution should maintain a 

 

teaching
activity record

 

, with the help of the individual, and the in-
dividual should be responsible for maintaining a personal

 

teaching portfolio

 

, which requires the same level of integ-
rity as is required for other scholarly contributions.

 

Teaching Activity Record

 

A concurrent 

 

teaching activity record

 

 is a record or
list of courses taught, programs developed, materials pro-
duced, etc. The records can be viewed as an extension of
the curriculum vitae, (see Appendix for an example) and
benefits from tables and graphical displays (Figure 1). A

 

teaching activity record

 

 should document teaching activi-
ties, products, and outcomes, and should become part of
the academic department’s management system. This
record should include information regarding numbers of
sessions, attendees, and hours taught, including small-
group assignments, large-group assignments, lectures,
clinical supervision, and participation in faculty-develop-
ment workshops. A relative value scale for various teach-
ing responsibilities can be used to document levels of in-
volvement.

 

36,37

 

 For example, in a recent publication, mean
weights were suggested as 2.0 for lecturing, 10.0 for pre-
paring grand rounds, 2.0 for serving as an inpatient at-
tending physician, and 4.0 for directing a course.

 

36

 

 By
multiplying the number of hours spent on the task by its
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weight, the quantity and intensity of actual teaching can
be assessed and compared. Further research is needed to
determine the generalizability of relative value scales
across institutions and disciplines. The record should
also include qualitative assessments, such as evaluations
of the effectiveness of teaching sessions (as judged by the
learners and expert observers) and any peer or learner
teaching awards. While faculty should be encouraged to
create assignment-specific evaluation documents, stan-
dardized forms should be used whenever possible.

 

Teaching Portfolio

 

A teaching portfolio is a detailed aggregation of infor-
mation and events representing scholarship. It contains a

 

selected

 

 collection of material that serves as evidence of
effective teaching, and should highlight 

 

the best

 

 contribu-
tions (both process and outcomes) of a person’s activities
(Table 1). The portfolio also indicates the meaning and
significance of the listed teaching activities and reveals
the degree of excellence in specified teaching activities.
The individual faculty member is responsible for assem-
bling these materials and is required to justify why each
item was selected and in what way it constitutes evidence
of effective teaching. For example, if a person aimed to de-
velop a new ethics curriculum, the rationale, goals, cur-
riculum development, teaching methods and materials,
and course outcomes (evaluations) would be documented.
These would not necessarily be of publication standard,
but should be shown to be usable and useful in the insti-
tution and, ideally, in other institutions. A publication
would definitely be an added criterion for scholarship in
this area.

Portfolios can be used for promoting clinician-educa-
tors, selecting individuals for outstanding teaching awards
or merit pay, and when applying for a new position. Portfo-

lio generation is likely to promote faculty development and
provide clinician-educators with a means of displaying and
being rewarded for their educational knowledge and skills.

 

Scholarship in Clinical Practice Application 

 

This scholarship is most apparent in the careful and
artful practice of medicine and participation in the man-
agement of health services organizations (the clinician-
manager). The assessment of clinical scholarship requires
the efficient, thorough, and reliable collection of informa-
tion on the quality and quantity of the work of individual
clinicians.

 

38

 

 Evaluation of this type of scholarship is as
necessary as any other.

 

38–41

 

 Also, a variety of clinical
practice areas can be assessed with reliable and valid in-
struments, including clinical knowledge

 

40–46

 

 and human-
istic behavior.

 

39,47,48

 

 Although instruments for assessing
technical skills are lacking, development of new operating
techniques or ways to expedite existing techniques should
be considered. Analogous to the teaching record, institu-
tions should monitor 

 

clinical activity records

 

. In addition,
clinicians should maintain their own personal 

 

clinical
portfolio

 

, detailed further in Table 1.

 

Clinical Activity Record

 

This record should document clinical activities (pa-
tient volume and clinical hours per year), results of any
periodic patient satisfaction surveys or complaints,

 

39,49

 

periodic assessments of clinical practice by colleagues
(physician peers, residents, nurses, social workers, and
support staff),

 

38,41

 

 performance on certificate or recertifica-
tion examinations,

 

40

 

 continuing education, career develop-
ment activities, the receipt of awards for clinical practice,
service to the management of the practice, and scholarly
products relating to clinical practice. Clinical competence
may also be assessed by medical audits of the process

FIGURE 1. Sample summary of clinical teaching performance evaluation by junior medical students. Cumulative, academic year
1995. Faculty name: Jones, Robert H. (N 5 115). Location: Outpatient Teaching Clinic. Comparison Group: GIM Faculty Evaluations,
average (N 5 3,051). Prepared August 1, 1996. LC indicates learning climate; CS, control of session; CG, communication of goals;
UR, understanding and retention; E, evaluation; F, feedback; SDL, self-directed learning. (Graph modified from the work of Debra K.
Litzelman, MD, Indiana University School of Medicine.
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and outcome of care as judged by predetermined stan-
dards, if such an approach can be shown to be suffi-
ciently reliable.

 

20,50

 

Scholarship of Integration

 

This scholarship is most apparent in the dissemina-
tion of new or reformulated clinical or teaching knowledge.
Examples in this area of scholarship include authoring or
editing books, chapters, reviews, editorials, and clinical re-
ports, or other means of disseminating information. Simi-
lar to the other areas of scholarship, thorough and reli-
able information is necessary to evaluate an individual’s
work. Analogous to the teaching record, institutions should
monitor 

 

integration activity records

 

. In addition, clinicians
should maintain their own personal 

 

integration portfolio

 

, de-
tailed in Table 1.

 

Integration Activity Record

 

This record may include a cataloging of original re-
search activities, traditional publications, and grants; edi-
torialships or other involvement in the process of dissemi-

nating information or teaching aids; and directorships of
courses (undergraduate, predoctoral, residency, fellow-
ship, and continuing medical education programs). The
record should document integration activities (e.g., hours
per year spent in reformulating or preparing information
for dissemination, specific names or locations of publica-
tions or products, course attendance), the volume of dis-
tribution of products (e.g., sales of books, number of visits
to a World Wide Web site, frequency of course offerings),
and the receipt of awards for these activities.

 

CONCLUSIONS

 

This statement is designed to guide the promotion
process for clinician-educators. It should serve as a re-
source for all institutions and departments to aid in ex-
amining or developing criteria for clinician-educator tracks.

Several important issues are not addressed, as their
complexity is beyond the scope of this statement, or the
issues are highly institution-specific: the definition, rights
and privileges, and timing of tenure; the expected rate of
progress for an individual faculty member; the number

 

Table 1. Items to Include in Teaching, Clinical, and Integration Portfolios

 

Item Teaching Portfolio Clinical Portfolio Integration Portfolio

 

Scholarship
New courses
New curricula

Written or published reports of
organizational innovations

Books/chapters
Editorials

Teaching materials
Computer software
Teaching videos

Consulting services to other
institutions or government
agencies

Review articles
Computer software
Teaching videos

Course syllabi Visiting professorships Book reviews
Visiting professorships Invited lectures Clinical reports
Invited lectures
Published clinical reviews

or observations

Published clinical reviews or
observations

Patient education materials

Popular writings or lay press
contributions

Oral presentations
Annotated bibliographies World Wide Web site/pages
Lecture notes Patient education materials
Topic reviews

Written self-assessment Strengths/weaknesses Strengths/weaknesses Strengths/weaknesses
Journal of teaching

experiences
Journal of clinical experiences
Letters from patients, staff

Journal of integration
experiences

Learner and peer evaluations
of teaching

or peers
Surveys of patient satisfaction

or outcomes

Goals and objectives Negotiated with department leader, including specific
teaching and clinical assignments and productivity goals.

Professional development contract could augment section.

Other contributions Committee assignments and leadership
Chairing task forces, sections, divisions, or professional societies
Important policy decisions, quality assurance criteria, or

resource utilization guidelines
Service to the community, institutions, or government (e.g.,

consultations, technical assistance, policy analysis,
or program evaluation)

Personal development plan Periodic reassessment of learning or clinical goals,
intended methods, achievement criteria, and timetable.

May be represented by professional development contract.
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and composition of promotion tracks; the academic sta-
tus of full-time clinicians, affiliated community-based fac-
ulty, or those whose teaching responsibilities are minimal;
part-time faculty who may spend some time in teaching
roles (some part-time faculty devote full professional effort
[PT-FPE]

 

51,52

 

 to clinical teaching—for those schools that
promote PT-FPE faculty, these guidelines are applicable);
gender and race differences in needs, career focus, and
productivity

 

53–55

 

; and guidelines for assessing contribu-
tions of faculty who are primarily investigators or admin-
istrators (although many faculty members who concen-
trate their efforts on teaching and clinical tasks also
spend some time in research, especially as it relates to ed-
ucational programs or the types of patients they see in
their own practices, and in administrative responsibili-
ties. Ideally, medical schools would incorporate guidelines
for assessing teaching and clinical contributions with the
complementary guidelines for assessing research and ad-
ministrative contributions).

In summary, active career management by both indi-
vidual faculty and the institution is vital for successful
promotion and tenure. We encourage the use of profes-
sional development contracts, emphasizing the service
needs of the department as well as the career develop-
ment needs of the individual faculty. Mutual understand-
ing of responsibilities and career advancement expecta-
tions are critical, as is carrying forth a plan of feedback
through semiannual to annual formative evaluation and
summative evaluation at the time of promotion. Portfolios
and activity records should be developed with guidance
from the department and institution, stressing quality
more than quantity. Data collection, facilitated by a de-
partment committee on teaching excellence, will help to
standardize the review process and decrease potential
bias. Finally, promotion committees should reevaluate
their structure and function to ensure a rigorous, fair
process.

 

These guidelines are the result of a careful 5-year process in-
volving a number of SGIM members. Problems and solutions
were identified by 60 people during a workshop at the 1991
annual meeting. This information was supplemented by auto-
mated literature searches, a survey of a random 10% of SGIM
members in 1992, and a content analysis of currently used pro-
motion criteria in U.S. academic departments of medicine.
Feedback was obtained through the SGIM Education Com-
mittee, National Council, the Interest Group on faculty status
of teacher-clinicians, and the Task Force on Clinician-Teacher.
Authors involved with the original and earlier drafts of this
statement include the following Interest Group Members: Nor-
man Jensen, MD, (Interest Group Coordinator), Michael B. Ja-
cobs, MD, (Co-coordinator), John Goodson, MD, Lee Gold-
man, MD, John Stoeckle, MD, Barbara Schuster, MD, Claudia
Beghe, MD, Allan Prochazka, MD, MSc, Sandra Green, MD,
Joe W. Ramsdell, MD, Michael D. Erdmann, MD, MS, Neal V.
Dawson, MD, and Mariana Hewson, PhD. Other members of
the interest group and the Society who played important roles
in the production of this statement include Dennis Cope, MD,

(Co-coordinator), Steve A. Schroeder, MD, Andrew Diehl, MD,
Lynne Kirk, MD, Philip Katz, MD, Robert S. Dittus, MD, Raymond
Mayewski, MD, Terrance J. Drake, MD, Carol Bates, MD, Wendy
Levinson, MD, Peter R. Lichstein, MD, Janice M. Wood, MD,
Robert Burack, MD, JudyAnn Bigby, MD, Eric Bass, MD, Eric Lar-
son, MD, and Paul Ramsey, MD. Members of the 1996 Educa-
tion Committee who have reviewed drafts of this statement in-
clude Ann Nattinger, MD, Auguste Fortin, MD, Linda Pinsky,
MD, Ruth-Marie Fincher, MD, and Rebecca Wang-Cheng, MD.
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Sample of Teaching Activity Record

 

Please document your teaching activities in the following categories (for A–D include special materials prepared):

 

Course Title Number Years Taught Hours/Year Enrollment Principal Responsibilities

 

A. Medical Students—Didactic

 

Junior Student Ambulatory 
Block Rotation in Internal 
Medicine

M720 1991–95 24
48

15 juniors:
4 juniors:

Sports Medicine workshop
Weekly 1 hour tutorial

*** Prepared teaching case manuals (3 cases) used by all course faculty

Clinical therapeutics— a 
review before residency 
(for seniors)

M810 1993–1996 3
12

70 seniors:
15–18 seniors:

Lectures on GIM topics
Ambulatory workshops (3)

***Prepared 5 ambulatory patient computer-based case-simulations used for teaching and evaluation

 

B. Medical Students—Clinical

 

Junior Student Ambulatory 
Block Rotation in Internal 
Medicine

M720 1991–95 144 4 juniors: Weekly ambulatory teaching clinic

 

C. Residents/Fellows—Didactic

 

Evidence-based medicine 
course

1993–96 144 90 residents: Course director (1993–96)
Weekly journal-based lecture/

discussion
***Prepared teaching manual that has been adopted by 3 other residency programs at our university, and 2 programs at

University of Ohio.

 

D. Residents/Fellows—Clinical

 

General Medicine Ward 
rotation (Smith General 
Hospital)

1990–96 240–360 6 residents: Attending and teaching physician
Daily teaching rounds and patient 

care
General Medicine Clinic 

(Smith General Hospital)
1990–96 400 4 residents: Attending and teaching physician 

Weekly case staffing, article 
reviews

Year
Number of

lecture hours Topics

 

E. Invited Lectures—Local

 

1994 8 Various (see CV); 
1995 10 Various (see CV); key note address at Medical Student Graduation
1996 12 Various (see CV); two at statewide CME programs

 

F. Invited Lectures—National

 

1996 2 Improving patient compliance, at SGIM and Managed Care 
Conference (see CV)

 

G. Teaching publications
Various, as listed on CV

H. Evaluation of Teaching Effectiveness
See graph on next page, prepared by Department of Medicine Teaching Evaluation Committee

I. Teaching Awards
Year Source Title
1994 Department of Medicine Outstanding Junior Teacher of the Year
1995 1995 Senior Medical Students Oustanding Clinical Professor of Medicine
1996 1996 Senior Medical Students Golden Apple Award
1996 1996 Senior Internal Medicine 

Residents
Outstanding Teacher Award

J. Additional Faculty Narrative Comments (1/2 page or less)


